Workplace violence against nurses is a challenging problem in both developed and developing countries. Because the concept of violence bears some cultural load, nurses' understanding is region-specific. This study explores Iranian nurses' perceptions of workplace violence. Using qualitative content analysis, 22 registered nurses underwent unstructured, in-depth interviews. The main themes of threats to human dignity and professional reputation emerged, plus four categories: physical violence, psychological violence, honor insults, and ethnicreligious insults. The term "honor insults," as a unique finding, was used instead of "sexual harassment." These findings may help to redefine workplace violence based on cultural background, design strategies for supporting nurses, and prevent and manage such violence.
INTRODUCTION
Workplace violence involves incidents where staff are abused, threatened, or assaulted in circumstances related to their work. It involves an explicit or implicit challenge to their safety, wellbeing, or health, and can include physical and psychological violence (Di Martino, 2002) . Workplace violence against nurses is considered an ongoing concern in both developing and developed countries (Pich et al., 2010; Magnavita & Heponiemi, 2011; Spector et al., 2014) . In an American study, 76% of nurses who worked in an urban community in the mid-Atlantic region experienced physical or verbal abuse from patients/visitors (Speroni et al., 2014) . According to two descriptive studies conducted in Jordan, 22.5% of nurses have been exposed to physical violence and 70% of them encountered verbal abuse (AbuAlRub & Al-Asmar, 2011; .
Although violence perpetrated by patients and their relatives is a source of much anxiety, nurses are also at risk of bullying by colleagues and physicians. In a Turkish study, 58.9% of nurses reported that their direct managers were the main source of bullying (Cevik Akyil et al., 2012) . Moreover, in a South Korean study, 94% of nurses affirmed that they had experienced negative acts in their workplace at least once over the past six months (Yun et al., 2014) . Esmaeilpour et al. (2011) reported that, in Iran, 19.7% of nurses had experienced physical violence. Aivazi & Tavan (2015) , in a descriptive study, showed that 43.8% of nurses had experienced and reported workplace violence. Fallahi-Khoshknab et al. (2015b) indicated that 80.6% of nurses have been victims of psychological violence.
Numerous factors contribute to workplace violence and cause destructive consequences for individual nurses, including mental distress and depression, increased work leave, and reduced motivation (Higgins & MacIntosh, 2010; Rodwell & Demir, 2012; Heckemann et al., 2015) . Such consequences can generate increased healthcare costs, decreased job satisfaction and productivity, and lead to a reduction in the quality of patient care and patient satisfaction (Pich et al., 2010; Roche et al., 2010; Yang et al., 2012; Speroni et al., 2014) . Despite the high prevalence of workplace violence and its negative consequences, most violent events are either unreported or underreported by nurses (Kvas & Seljak, 2014) . One major reason is the varying perceptions nurses have of workplace violence. Although several quantitative studies have investigated various aspects of this phenomenon in different countries, qualitative studies are more common because the specific understanding and terminology of workplace violence vary from country to country and situation to situation (International Labor Office et al., 2002) .
With a population of more than 75 million people, Iran was one of the most populous Asian Muslim countries in the Mediterranean region in 2011. Muslims constitute approximately 99.4% of the Iranian population, including both Shiites and Sunnites. Other religious minorities, including Christians, Judaists, and Zoroastrians, comprise 0.3% of the population. There is diversity in ethnicity, language, and dialect (Rashidvash, 2013 ).
Iran's health system provides health services through teaching, private, and semi-private hospitals and facilities (Farsi et al., 2010) . Iranian nurses, like those throughout the world, suffer from violence and related harm (Esmaeilpour et al., 2011; Fallahi-Khoshknab et al., 2012) .
Several quantitative studies have investigated the incidence of this phenomenon in Iran; however, very few have dealt with it. Vagharseyyedin (2016) conducted a conventional content analysis to explore nurses' perspectives of workplace mistreatment. Three main themes emerged: demand for a more humanistic and appreciative environment, unprofessional interpersonal encounters, and inaction despite injury. Nurses' expectation was that managers apply the rules equally among all nurses and fairly evaluate their performance. Fereidooni Moghadam et al. (2013) sought to discover nurses' experience of violence in psychiatric wards. Data analysis revealed four themes: damage resulting from aggression, aggression catalysts, the contagious nature of aggression, and various control strategies. Both studies focused on the global definition of workplace violence by default, thus, the unique influence of the Iranian context was not made clear.
Study aim
This qualitative study is the first in Iran to explore nurses' perceptions of workplace violence committed by patients, patients' relatives, colleagues, or superiors.
METHODS

Design
Qualitative content analysis was conducted in 2014 using an inductive approach. Content analysis is an appropriate research method for formulating valid and replicable interpretations of data in context (Elo et al., 2014) . It provides the opportunity to develop new attitudes when available research on a phenomenon is restricted (Hsieh & Shannon, 2005) .
The concept of workplace violence has a context-based and multifaceted nature (World Health Organization, 2009) . Iranian nurses' perceptions of workplace violence have not been well characterized, and, thus, are not ready for study by quantitation without a baseline understanding of the situation. A qualitative content analysis is well-suited approach to help lay the foundation for future quantitative studies or intervention design (Elo & Kyngäs, 2008) .
Participants and settings
A purposive sampling method was used. Registered nurses who had experienced workplace violence and had at least six months' clinical work experience at nine public and private hospitals in Tehran, Iran, were included. The ratio of nurse to bed in general departments on average was one to 15, and in private wards was one or two to three patients. There was an average of 450 beds in the hospitals. Nurses were recruited based on diversity in age, gender, ward type, shifts worked, work experience, religion, and ethnicity in order to achieve maximum variance (Table 1) .
Ethical considerations
Ethical approval was obtained from the Committee of Ethics at the University of Social Welfare and Rehabilitation Sciences (Code: 14/84). Informed written consent was obtained from all participants and the confidentiality of patient information (e.g. voice recordings) was ensured. Participants were also ensured that their data would be managed and reported anonymously.
Data collection
The data were collected through in-depth unstructured interviews. Box 1 presents the main open-ended questions that were asked. All interviews were completed in the nurse's office or pavilion at a time that did not interfere with their role or ward affairs.
Box 1. The main open-ended questions:
• Please tell me about any annoying/offensive behavior you experienced from patients/their relatives, colleagues, or superiors/physicians. • Could you explain more, please?
• What other annoying behavior did you experience?
• Could you please give a concrete example?
The first interview was conducted with a head nurse with rich experience of workplace violence in the emergency department (ED) of a teaching hospital. Studies show that the ED is a setting in which the possibility of violence against nurses is higher than other wards because of its nature and the critical and stressful conditions of patients and their relatives (Lau & Magarey, 2006; Lau et al., 2012) . The next interviewees were selected on the basis of interview analysis and data guidance. The researcher visited the nurses and after introducing herself and the research objectives, asked if they had ever been exposed to violence. If the nurses were willing to share their experiences, they were enrolled in the study. Demographic characteristics were ascertained at the beginning of each interview. The interviews were conducted in Persian and were digitally recorded, with each lasting 30-75 minutes. Data collection and analysis proceeded simultaneously for 10 months (August 2014 -June 2015 .
Data analysis
Data analysis was based on Graneheim and Lundman's (2004) recommendations. Interviews were immediately transcribed and read several times to obtain a general conception of the themes. Subsequently, the meaning units (sentences and paragraphs relevant to the topic studied) and primary codes were extracted. Primary categorization began with the second interview and the initial codes and categories were sorted as the interviews continued. The main categories, subcategories, and themes were extracted by comparing these classes on the basis of their similarities and differences. The first author who had experience with the implementation of qualitative studies carried out all interviews. Interview data were subsequently reviewed and modified by the second and third authors. The first author initially completed coding, while the second, third, and fourth authors studied the coding and formed and reviwed categories. Data analysis was conducted using MAXQDA10 (VERBI Software-Consult-Sozialforschung, GmbH, Berlin, Germany). The researchers' long-term engagement with the data was maintained. To assure the researcher's perception of the data, a brief version of the interviews were returned to the participants. Peer checking was applied for confirmability of the data. Using this method, three faculty members reviewed all coded data and categories.
RESULTS
Twenty-two registered nurses aged 23-50 years (mean 33.9, median 33) participated in the study. The mean work experience was 11.5 years (range 1-25). Participant characteristics are presented in Table 1 .
Qualitative data analysis resulted in distillation of the main themes of threats to human dignity and professional reputation and the categories physical violence, psychological violence, honor insults, and ethnic-religious insults.
Threats to human dignity and professional reputation
The nurses' experiences demonstrated that regardless of the type of violence, their human dignity and professional reputation were threatened to varying degrees by patients and their families, or by the nurses' colleagues, superiors, or physicians. Such threats to dignity took the following four forms.
Physical violence
Nurses indicated that physical violence came from patients and their relatives, but rarely from colleagues.
Physical contact with an object. The participants referred to the use of objects and instruments on the ward (e.g. knives).
The availability of hospital instruments to patients and their families made throwing objects possible:
We admitted a patient from another center…the patient was dead on arrival or before it. We performed CPR, but he didn't return…the patient's family cried and shouted. They made a mess…and broke everything…and attacked me with a knife (Participant 15)..
[At] visiting time, the patient's relative said, '[The patient] hasn't been able to urinate.' I told him that the room was too crowded… After a while when the room was still crowded, the relative… yelled at me, 'Why haven't you come yet?' and threw a telephone at me (Participant 2).
Physical contact without an object. This subcategory covered a range of behavior, such as beating, pushing, kicking, and the like: I wanted to get an IV line for a patient… as he was lying on the bed… suddenly he got up and hit his head on my forehead. The patient abused drugs… he was restless… I lost my balance (Participant 16).
I intended to insert an NGT into the patient, [who] was not cooperative, so that his nose started bleeding. His spouse angrily stated, 'Why did you kill him? Why is his nose bleeding?' He attacked me and punched and kicked me (Participant 14).
Psychological violence
Nurses perceived psychological violence as the most common type of violence, mostly perpetrated by colleagues and physicians, but sometimes from patients and their relatives.
Oppression and imposed inferiority. Some participants faced bullying and implied inferiority, often committed by their direct managers, especially the head nurse, supervisor, or physician, in the form of unreasonable work requests, work abuse, obligations to accept imposed opinions or viewpoints, and suggestions of inferiority. They encountered this behavior because they had less work experience than others, were not native, or belonged to a minority religious group: "I am mostly assigned overtime… I am always oppressed. Why should I be abused all the time? (Participant 18) We as colleagues belonged to different religious sects…they arranged the work shifts in a way that we had most of the work rounds… I felt that if they wanted to bully someone, I was the first… (Participant 13).
Humiliation and contempt. Insulting with an imperative tone and scolding, rebuking, and blaming the nurse in front of others were the most common forms of humiliating behavior. In this regard, one nurse stated: "My superior insults me in front of patients…" (Participant 11).
Nurses were distressed when physicians looked down them, specifically in private hospitals: "[Physicians] don't look at us as co-workers…they think we're slaves or workers…" (Participant 6).
Perceived inequality and lack of support. Most nurses referred to discriminatory behavior and a lack of support from their superiors. What annoyed them was the unlimited support superiors received from patients, their relatives, and physicians. Nurses perceived such a lack of support from authorities, despite difficult working conditions, and a lack of occupational promotion in the presence of professional capabilities as a result of the discriminatory atmosphere: "When you say you have a problem with the physician… the first thing they [nursing managers] tell you is that the physician is right! …nobody supports you…" (Participant 4). Another nurse stated:
There are some discriminatory behaviors in the ward. The head nurse is not selected based on capability or job experience. In spite of having 14 years of experience and capability, I think I will never be promoted (Participant 22).
Verbal insults/threats. This subcategory included verbal insults or threats from patients, their relatives and/or colleagues:
The patient needed a penicillin injection… the penicillin test lasts 40 minutes… He said to do it in 20 minutes. I said, 'No, impossible!'… He said… 'Who are you? … You'll be dismissed' (Participant 19).
As you are doing your job, the patient's relative would say 'It is part of your responsibility,' it offends you if, for instance, [the relative has been waiting for a long time] he approaches you and states, 'Hurry up and call them, why don't you call them?' (Participant 1).
Honor insults
This category covers sexual harassment. All participants used the term "honor insults," which is specific to Iranian culture. The term "sexual harassment" has a highly negative connotation; therefore, nurses avoided its use. Our patient was an addict. He asked for more morphine, so I informed his resident. Then, the resident said, 'Do not administer any morphine at all.' As a result, the patient was constantly swearing [at] me and my family till morning (Participant 17).
Verbal honor insults. Nurses perceived this as vilification
Non-verbal honor insults. Although verbal honor insults were sometimes directed at both male and female nurses, non-verbal insults were more often experienced by female nurses. The nurses' experiences in this regard included the patients or their families' dirty looks, not keeping an appropriate physical distance from the nurse, invading the nurse's privacy, sexual abuse (e.g. touching), display of obscene pictures, and improper maneuvers by patients and attendants:"I wish there were no mobile phones… they take their mobiles or laptops with them… when I go to their bedside, they show me dirty pictures" (Participant 7); "Patients' looks occasionally hurt me. I notice dirty looks… I do not wear make-up at work" (Participant 16).
Ethnic-religious insults
In Iran, there are a variety of ethnicities, (Rashidvash, 2013) . Moreover, Iranian nurses follow various religions, with Islam as the religion of the majority, but also Christianity, Judaism, and Zoroastrianism. Nurses experienced insults to their ethnicity, language or dialect, origin, and faith. 
DISCUSSION
This study found that nurses perceived any type of behavior on the part of patients, patients' relatives, colleagues, or physicians that assaulted their human dignity and professional reputation in the form of physical/mental violence, honor insults, and assaults on faith/ethnicity as violent. Various studies have referred to violence as behavior or actions that threaten dignity and physical/mental health (Di Martino, 2002; Park et al., 2015) . One of the categories extracted in this study was physical violence with or without an instrument, which included the use of physical force, such as throwing objects, the use of knives, pushing, punching, and kicking. The most common weapon used was a knife. None of the nurses mentioned the use of guns because carrying one in Iran is a crime and there are strong restrictions. The violence reported by nurses was consistent with previous studies (AbuAlRub & Al-Asmar, 2011; Magnavita & Heponiemi, 2011) .
Another category, psychological abuse, consisted of four subcategories: oppression and imposition of inferiority; humiliation and contempt; perceived inequality and lack of support; and verbal insults/threats. This dimension was the most common form perceived by nurses; other studies also mentioned this as common (Pich et al., 2011; Pinar & Ucmak, 2011; AbuAlRub & Al-Asmar, 2014) . Patients or their families were most often the perpetrators of physical violence, while psychological abuse was committed by nursing colleagues, physicians, and other staff. These results are consistent with Park et al.'s (2015) findings.
Some participants were subjected to oppressive behavior or impositions of inferiority, which often came from direct managers or head nurses, supervisors, and physicians. Nurses are specifically susceptible to workplace bullying (Rodwell & Demir, 2012) . In a study by Johnson and Rea (2009) , 27.3% of nurses reported bullying behavior from their manager during the last six months.
Other vexing behavior for nurses included insulting with an imperative tone, humiliation, and scolding in front of patients or healthcare providers. In a study by Efe and Ayaz (2010) in Turkey, insulting behavior from immediate superiors and stress induced by requests for extra work were reported as bullying behavior. Moreover, Yildirim and Yildirim (2007) found that 86.5% of nurses experienced mobbing during the last year. The most frequent insulting behavior committed by managers was "talking insultingly in the presence of others" and "scolding for things I was not responsible for."
Perceived lack of support, unequal work atmosphere, and discrimination were among the nurses' frequently mentioned perceptions of emotional abuse. They perceived managers as being mostly responsible for creating this atmosphere. Perceived lack of support included not only a lack of understanding regarding nurses' working conditions and a lack of appreciation for their activities, but also insufficient support for nurses from patients, patients' families, colleagues, physicians, and authorities. Nurses felt isolated and undefended in the workplace. Discriminatory behavior, a lack of respect from co-workers and superiors, and a lack of support from authorities have been found to be among the important reasons for conflict and violent behavior in the organization (Park et al., 2015; Vagharseyyedin, 2016) . Gaffney et al. (2012) mentioned insufficient support for nurses, silence, and a lack of reaction from nursing colleagues as major concerns of nurses with respect to workplace bullying. The adverse effects of this misbehavior are well reported in the literature; supportive relationships with managers and colleagues are important factors in occupational satisfaction, and lowered work stress (Laschinger & Grau, 2012) . The groups most frequently exposed to insulting behavior include trainee nurses (in postgraduate practical programs), younger nurses with less working experience, non-local nurses, and nurses of minority religions. This is consistent with the results of Cevik Akyil et al.'s (2012) study. The insulting behavior of physicians toward nurses was more frequent in private hospitals. Nurses believed this was because most physicians were shareholders in these hospitals and the appointment and dismissal of nurses is in their power. Hence, physicians insulted, swore, shouted, and scolded at will. Improper use of power by physicians has been found to create a stressful atmosphere and increases occasions of verbal abuse (Araujo & Sofield, 2011) . Yildirim and Yildirim (2007) also demonstrated that nurses employed at private hospitals experienced mobbing more frequently than those at state hospitals, and the difference was significant. Mental abuse experienced by nurses included the use of an impolite/insulting tone, shouting, swearing, threats of firing, threats of reporting nurses to their superiors, and threats of damage.
Studies on verbal violence in nursing indicate that many nurses have experienced this type of violence. According to Talas et al. (2011) , 82.3% of nurses have experienced verbal violence, including roaring, shouting, and humiliating, making it the most common form of bullying. Furthermore, Erkol et al. (2007) categorized verbal threats and shouting as psychologically violent behavior. Fallahi-Khoshknab et al. (2015b) considered insults, verbal threats, humiliation, and obscenity as emotional abuse. Although mental abuse is not accompanied by observable damage, it causes significant destructive mental trauma (Araujo & Sofield, 2011) .
Honor insults was another category distilled in this study, presented in the form of two subcategories, verbal and nonverbal, although they may occur simultaneously and may not be separable. What is expressed here for the first time on the basis of Iranian culture, is the point that none of the nurses used the term "sexual harassment" to define their experiences with violence, instead, they all used the term honor insults. This is because of the negative perception of "sexual harassment" in Iran, where it is probably perceived as rape. All male nurses experienced verbal honor insults, while women experienced both types of assault (i.e. verbal and non-verbal). The findings suggest that insults cause nurses great distress. Context is a significant factor to determine meaning and has an impact on the application and understating of violence. (Stone et al., 2015) . The meaning a nurse attributes to such behavior affects their response (Stone et al., 2010) .
In this study, the majority of negative sexual behavior committed against nurses included utterances, swearing, and sexual comments. This is consistent with findings by Suhaila and Rampal (2012) . Working in male orthopedic, toxicology, and psychiatric wards frequently exposes female nurses to sexual insults, although female patients also reported this behavior. Younger female nurses with less working experience faced this behavior more frequently, consistent with Hibino et al.'s (2006) findings. Close physical proximity, prolonged contact with patients, and negative societal attitudes toward female nurses all increase the likelihood of sexual harassment (Farsi et al., 2010) .
The nurses in this study described experiencing insults based on ethnicity, language or dialect, origin, and religion/religious sect (Rashidvash, 2013) . Nurses experienced this in the form of ethnicity/faith insults. Chen et al. (2008) reported the prevalence of racial harassment as 4.5%, although a study by FallahiKhoshknab et al. (2015a) found the prevalence to be 12%. The most frequent types of violence in this dimension were comments and insults over language differences, religion-related issues, and place of birth. In the present study, nurse colleagues committed all cases of ethnic/faith assault. Chen et al. (2008) reported that violent parties were mostly patients, followed by colleagues.
Study limitations
Several limitations should be considered when interpreting our findings. One is recall bias, based on the study type. Nurses were interviewed about their past experiences; however, participants were asked to recall only their experiences from the last six months, particularly the recent month, to limit the data. In addition, nurses might not have expressed all their experiences, particularly regarding sexual harassment, because of cultural sensitivities, fear of authorities, or the related stigma suffered by victims of violence. Consequently, it is possible that not all aspects of the phenomenon have been completely identified. Finally, as participants were self-selected, this did not allow for an exploration of the experiences of nurses who were unwilling to participate. Because of the diversity of culture and ethnicity in most cities of Iran, as well as the qualitative nature of the current study, the findings may not be representative of nurses who work in other settings or different areas.
Implications for nursing practice
Our findings can help provide a definition of workplace violence on the basis of context. Moreover, because international instruments that assess sexual and racial harassment, which have been used in Iran, are often abandoned because they lack cultural adaptation, designing a native instrument for assessing workplace violence will help to better and more carefully assess this phenomenon. Strategies for preventing and managing violence based on nurses' perceptions are needed, such as providing a supportive organizational environment; developing a clear and effective mechanism for monitoring violent behavior; quickly implementing necessary action; and providing the required training programs for nurses to better deal with aggressive behavior. Also, understanding the meaning of workplace violence and its various aspects can help nurses better report violent incidents.
CONCLUSION
In this study, Iranian nurses' perspectives on workplace violence and its attributes were gathered. Participants used the term honor insult rather than sexual harassment, which suggests that international definitions of violence should be adjusted based on a country's cultural background. Although these findings may differ from the perceptions of nurses in Western countries, many international studies have reported that workplace violence threatens the dignity of nurses. Psychological violence was the most common type experienced by all nurses. Nurses experienced insults based on ethnicity, language or dialect, and type of religion/religious sect. To more effectively deal with violence, understanding cultural differences in all countries and regions is necessary. More qualitative research should be conducted to improve understanding of all aspects of violence. Exploring the perspectives of the recipients and providers of healthcare services would also be helpful.
